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VAS : visual analogue scale,
JOA : Japanese Orthopaedic Association,
RDQ : Roland-Morris Disability Questionnaire,
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に属するものである。（A phenomenon that is not
material in nature but belongs to the realm of ideas








出され た。改 正 案 に は，現 行 の「健 康 の 定 義」に
“dynamic”と“spiritual”が追加されている。
“Health is a dynamic state of complete physical,
mental, spiritual and social well-being and not















































































































能力の障害（Impaired ability to experience and
integrate meaning and purpose in life through
connectedness with self, others, art, music, literature,
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Epidemiological Research on Children’s Environmental Health in Japan
-Japan Environment and Children’s Study-
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The effects of environmental risk including chemical compounds on the health of the children
have gathered public concerns. Thus, epidemiological research on children’s environmental health
has been recommended as one of the priority projects. In Japan, the Advisory Committee of
Epidemiological Research on Children’s Environmental Health was established in 2007 and
decided to start a nationwide birth cohort study following up children from pregnancy to 12 years
old. The full−scale survey, Japan Environment and Children’s Study will start in 2010. In this
article, the objective and the method of this study were reviewed and discussed.








































































るDevelopmental origins hypothesis （Development


































































































東 北 コ ホ ー ト 調 査 は，残 留 性 環 境 汚 染 物 質













Fagan Test of Infant Intelligence（視覚再認検査７ヵ
月），Bayley Scales of Infant Development（BSID）お
よび新版Ｋ式発達検査（いずれも発達検査，７および
１８ヵ月），Child Behavior Checklist（問題行動質問票，
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Reliability and validity for the Japanese version of the repeatable battery for the
assessment of neuropsychological status (RBANS)
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The purpose of this study was to examine reliability and validity for the Japanese version of
the repeatable battery for the assessment of neuropsychological status (RBANS). The split−half
reliability coefficients were calculated using the 371 standadized RBANS data. To examine the
stability of RBANS, a Form A−Form A test−retest study was performed 30 participants who were
tested twice. The test−retest interval ranged from 29 to 314 days. To examine equivalency of
Form A and Form B, both tests were performed to 102 participants. Forty participants performed
WAIS−R/WMS−R and RBANS to examine validity of external criterion. Consequently, the
reliability for RBANS subtests and indexes were relatively high. It was clear the two Forms were
equivalent. There were high correlations between WAIS−R/WMS−R subtests and RBANS
subtests. Therefore, RBANS is a brief neuropsychological test, but it is obvious that RBANS has
enough validity. From now on, it is expected that Japanese version of RBANS will be used in
clinical situation.





























































































































































































RBANS 平均 標準偏差 平均 標準偏差 r SEm
粗点
リスト学習 ２９．９３ ４．５８ ３０．９７ ４．９３ ．７８** ２．１５
物語記憶 １８．８３ ２．９１ １９．５０ ３．０８ ．５０** ２．０６
図形模写 １９．１０ １．３５ １８．１７ １．４９ －．１０ １．４１
線方向付け １７．９３ ２．７０ １７．４３ ２．７８ ．６９** １．５０
絵呼称 ９．８７ ．４３ ９．７０ ．６０ ．３７* ０．３４
意味流暢性 １７．１３ ３．７９ １６．６０ ４．００ ．７７** １．８２
数唱 ９．２７ ３．０５ ９．１７ ２．６５ ．８４** １．２２
符号 ５３．１３ １２．９０ ５５．５０ １２．６７ ．８９** ４．２８
リスト再生 ７．４３ １．７９ ８．００ １．７０ ．５７** １．１８
リスト再認 １９．４０ １．０７ １９．５３ ．７８ ．７７** ０．５１
物語再生 １０．５３ ２．４３ １０．８７ １．７０ ．５１** １．１６
図形再生 １４．７７ ３．６８ １５．８７ ３．６０ ．６２** ２．２７
総得点 ２２７．３３ ２８．８７ ２３１．３０ ２８．５６ ．９４** ７．０２
指標得点
記憶 １０２．９３ １０．６９ １０７．０７ １１．４９ ．６５** ６．３２
空間 １０１．１７ ８．９４ ９３．７３ １０．８８ ．２１ ７．９５
言語 １００．０７ １１．８１ ９７．６３ １６．４５ ．４５* ８．７６
注意 ９２．４７ １５．３５ ９４．６７ １２．８７ ．８４** ６．１４
遅延 １０２．０３ １０．３７ １０７．６７ ８．２６ ．５６** ６．８８




RBANS 平均 標準偏差 平均 標準偏差 r SEm
粗点
リスト学習 ３３．５３ ３．０６ ３２．７５ ３．６４ ．５１** ２．１４
物語記憶 ２１．３１ ２．５１ ２１．４９ ２．０９ ．６０** １．５９
図形模写 １８．４２ １．５６ １８．３４ １．９３ ．５１** １．０９
線方向付け １８．８３ １．８０ １８．６０ ２．３８ ．７３** ．９４
絵呼称 ９．８８ ．４１ ９．８８ ．４１ ．５２** ．２８
意味流暢性 １７．８８ ４．４２ ２０．５８ ４．８１ ．４０** ３．４２
数唱 １２．４２ ２．４６ １２．７３ ２．２０ ．７２** １．３０
符号 ６７．０５ １０．６５ ６７．３１ １０．６２ ．８１** ４．６４
リスト再生 ８．２５ １．７８ ８．３０ １．７２ ．４３** １．３５
リスト再認 １９．７５ ．７１ １９．５０ １．００ ．１５ ．６５
物語再生 １１．４６ ．９４ １１．４８ ．９６ ．２８** ．８０
図形再生 １７．０４ ２．６６ １７．４３ ２．５１ ．６４** １．６０
総得点 ２５５．８３ １８．７７ ２５８．４０ １８．５０ ．８４** ７．５１
指標得点
記憶 １１０．１１ １０．０６ １０８．５９ １１．４４ ．５７** ６．６０
空間 ９７．１３ １１．０２ ９５．８３ １３．８９ ．５７** ７．２３
言語 １００．１６ １６．１８ １０７．０２ １６．１６ ．３７** １２．８４
注意 １０７．５５ １４．５１ １０８．８７ １３．６５ ．７５** ７．２５
遅延 １０４．８８ １３．８１ １０４．０５ １５．７４ ．５３** ９．４７




















リスト学習 ．１９ ．２３ ．１６ -．１０ -．１１ ．０９ ．１２ -．１９ ．１２ ．０４ -．０３ ．３４* ．１９ ．１８
物語記憶 ．１６ ．１１ ．２６ ．１５ -．０２ ．１６ ．２３ ．１８ ．２４ ．２１ ．００ ．３２* ．３２* ．３０
図形模写 -．１９ -．０５ -．２４ ．０１ -．０９ -．０８ -．１９ ．０６ -．０６ ．１１ -．０１ -．１４ -．０４ -．１３
線方向付け -．０６ ．１８ -．０７ ．２２ -．０６ ．２６ ．０７ ．０８ ．３１* ．５６** ．０２ ．０４ ．３１ ．２１
絵呼称 -．１３ -．１５ -．１７ ．０２ -．０２ -．０９ -．１５ -．１５ -．１５ -．１３ ．０１ -．０２ -．１０ -．１４
意味流暢性 ．０３ ．１７ ．２６ ．０９ -．０２ ．０９ ．１９ ．０４ ．２６ -．０２ ．１３ ．４７** ．３３* ．２９
数唱 ．２１ ．５９** ．４０** ．３９* ．０１ ．２３ ．４６** ．２３ ．４９** ．１６ ．０２ ．５５** ．４８** ．５３**
符号 ．１６ ．４７** ．０９ ．２２ -．０１ ．１３ ．２３ ．０３ ．３８* ．３５* ．４１** ．７２** ．７１** ．５２**
リスト再生 ．１０ ．３１ ．０９ ．０２ -．１５ ．１４ ．１０ -．０５ ．１２ ．０７ ．０２ ．２０ ．１５ ．１４
リスト再認 ．２１ ．１５ ．２４ -．０７ -．０７ ．１５ ．２１ ．０２ ．３７* ．２３ ．０６ ．１４ ．２６ ．２６
物語再生 -．０５ ．１０ -．１１ ．０７ -．１６ ．１６ -．０６ ．１３ ．１３ ．３０ －．０２ ．０６ ．１８ ．０６
図形再生 ．０８ ．３６* ．０１ ．３０ ．０２ ．１７ ．１９ ．０３ ．３１* ．３９* ．３９* ．３１ ．４９** ．３８*
総得点 ．１６ ．４６** ．１９ ．２３ -．０６ ．１８ ．２８ ．０６ ．４３** ．３４* ．２６ ．６３** ．６３** ．５１**
指標得点
記憶 ．１０ ．０４ ．１８ -．１５ -．０５ ．０２ ．０７ ．０５ ．０６ ．０６ -．１７ ．２３ ．１０ ．１０
空間 -．１２ ．０９ -．１８ ．１３ -．０８ ．１８ -．０５ ．０７ ．１０ ．４８** -．１０ -．１０ ．１３ ．０４
言語 -．１３ -．０３ ．１５ ．００ ．００ ．０３ ．０４ -．０１ ．１２ -．１７ ．０３ ．３１ ．１３ ．０９
注意 ．１２ ．４９** ．２８ ．１８ -．０１ ．０９ ．３０ ．１０ ．３３* ．１７ ．１１ ．６７** ．５３** ．４６**
遅延 ．１１ ．２１ ．０７ -．０３ -．０９ ．１６ ．０９ -．０４ ．１８ ．３５* ．１９ ．２２ ．３３* ．２４
















































リスト学習 ．１６ ．１５ ．１２ ．４６** ．５１** ．４１** ．２９ ．３７* ．２８ ．４７** ．２６ ．３６* ．３６* ．５０** ．４４** ．５３** ．４０* ．５１**
物語記憶 ．２５ ．０９ ．０４ ．４６** ．４８** ．２１ ．３６* ．５０** ．４２** ．４２** ．２４ ．２６ ．５０** ．４７** ．４３** ．５０** ．５５** ．５４**
図形模写 -．１７ -．０３ ．３２* ．２３ ．２９ ．０４ ．１６ ．15 ．４１** ．２３ -．０８ ．１６ ．２０ ．２３ ．３２* ．２７ ．３０ ．２６
線方向付け -．０８ ．３８* ．１０ ．３２* ．１６ ．０１ ．２１ ．３０ ．２７ ．４１** ．０１ ．２７ ．１４ ．３０ ．２０ ．３０ ．３７* ３５*
絵呼称 -．０３ -．２１ ．２０ ．２４ ．６５** ．０１ ．００ -．００ ．２１ ．１７ ．３５* ．２８ -．０２ ．２２ ．４２** ．３０ ．０８ ．１４
意味流暢性 ．３８* ．０６ ．１６ ．１８ ．１９ ．３７* ．２９ ．０６ ．０４ ．１４ ．０７ -．０３ ．３９* ．２４ ．２７ ．２７ ．０７ ．２９
数唱 ．２２ ．０９ ．１９ ．３７* ．４６** ．３５* ．３１* ．７５** ．４１** ．４１** ．３１ ．４２** ．４５** ．４１** ．４４** ．４５** ．７１** ．５２**
符号 ．１９ ．２３ ．１９ ．４０* ．３４* ．２３ ．４２* ．５０** ．２５ ．３８* ．１９ ．３６＊ ．４５** ．４０** ．４２** ．４５** ．４９** ．４９**
リスト再生 ．０４ ．２６ ．２５ ．３７* ．４１** ．４２* ．４４** ．４７** ．３４* ．４８** ．２１ ．３９* ．２２ ．４２** ．４８** ．４７** ．５１** ．４４**
リスト再認 ．２２ -．０６ ．２８ ．３６* ．５８** ．３０ ．５２** ．０７ ．２４ ．３７ ．４７** ．２８ ．３２* ．４０* ．６２** ．４９** ．１６ ．４４**
物語再生 ．２７ -．０１ ．０２ ．２１ ．３６* ．０７ ．３４* ．４１** ．３４* ．２３* ．２３ ．０７ ．２５ ．２１ ．３４* ．２６ ．４４** ．２８
図形再生 ．２４ -．０５ ．３３* ．２６ ．６８** ．２４ ．５１** ．１８ ．２５ ．２６ ．２８ ．２４ ．４０** ．３０ ．６８** ．４２** ．２４ ．４１**
総得点 ．２９ ．２０ ．２７ ．５３* ．６１** ．４０* ．５５** ．６０** ．４１** ．５４** ．３１ ．４３** ．５９** ．５７** ．６４** ．６４** ．６2** ・６７**
指標得点
記憶 ．１９ -．０５ ．０７ ．２８ ．２９ ．２０ ．３４* ．３７* ．３１ ．２８ ．０６ -．１６ ．３５* ．３０ ．３２* ．３３* ．３９* ．３４*
空間 -．０３ ．０９ ．１１ ．２０ -．０８ -．０４ ．１７ ．０８ ．２４ ．２０ -．２８ -．１４ -．０３ ．１８ ．０５ ．１６ ．１８ ．０９
言語 ．３９* ．０４ ．１９ ．０４ ．２５ ．２２ ．２３ ．１０ ．０３ ．１４ ．１０ -．０５ ．３２* ．０８ ．２８ ．１４ ．０９ ．２６
注意 ．３５* ．１７ ．０５ ．４８** ．２９ ．２８ ．４５** ．５９** ．２９ ．４４** ．１０ ．０５ ．３６* ．５０** ．３６* ．５１** ．５６** ．４６**
遅延 ．３０ -．０６ ．１９ ．１４ ．３９* ．１０ ．４３** ．２４ ．１５ ．２０ ．１２ -．１１ ．２１ ．１５ ．４５** ．２５ ．２３ ．２４
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Acrofacial dysostosis (AFD) includes a number of
conditions characterized by a group of mandibulofacial
dysostoses and limb defects of varying degree. In
addition, several conditions affecting various internal
organs as well as the central nervous system (CNS)
may present along with AFD. Based on the variation
in limb deformities, two major types are recognized: (1)
Nager-type AFD, presenting predominantly preaxial
anomalies; and (2) Miller-type AFD, presenting pre-
dominantly postaxial limb anomalies１）. In 1990,
Rodriguez et al. reported three affected sibs
presenting a lethal AFD syndrome; all three suffered
severe mandibular hypoplasia, predominantly preaxial
limb deficiencies, absent fibulae and ribs, and internal
organ anomalies２）. Rodriguez-type AFD is therefore
considered a combination of the Nager and Miller
types.
In our case, the newborn female suffered from AFD
almost identical to that described by Rodriguez et al.
in 1990.
■CLINICAL REPORT
A newborn female with severe AFD syndrome
presented at an Indonesian hospital that we visited for
charitable surgical procedures for cleft lip and palate
patients. On postpartum examination we found that
the infant was unable to open her mouth because of
adhesion of the right upper and lower lips with
ankylosis of the temporomandibular joint; feeding by a
gastric tube was therefore required. In addition to the
above symptoms, the infant showed both pre- and
postaxial upper limb defects, severe micrognathia,
hypoplasia of the right maxilla and zygomatic bone,
An Acrofacial Dysostosis
Case of Rodriguez Type
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Abstract
Acrofacial dysostosis (AFD) is an extremely rare syndrome, characterized by severe
mandibulofacial dysostosis and various limb anomalies. Based on the variation in limb
deformities, two major types are recognized: (1) Nager−type AFD, presenting predominantly pre−
axial anomalies; and (2) Miller−type AFD, presenting predominantly postaxial limb anomalies.
Here, we report the case of a newborn female with AFD syndrome combined with Nager and
Miller type, as delineated by Rodriguez et al. The infant presented with severe mandibulofacial





type AFDと軸後の低形成を示すMiller type AFDである。われわれはNager typeとMiller typeの複合
タイプであるRodriguez AFDの女児を経験したので報告する。
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downward-slanting palpebral fissures, hypertelorism, a
broad and prominent nasal bridge, thin lips, low-set
ears, and a low temporal hair line (Fig. 1). The thumbs
were absent, the other fingers were short and
demonstrated both syndactyly and clinodactyly, and
both hands were fixed in palmar flexion (Fig. 2). Both
upper limbs and the left lower limb were visibly
shorter than normal. Lower limb defects included
phocomelia of the left lower limb and clubfoot of the
right lower limb (Fig. 3).
■DISCUSSION
In 1990, Rodriguez et al. reported severe, lethal AFD
syndrome in three sibs with severe mandibular
hypoplasia, pre- and postaxial limb deficiencies (with
the former predominating), and other internal organ
anomalies 2). This type of AFD syndrome (Rodriguez-
type AFD) is extremely rare and presents a pattern of
craniofacial features similar to those seen in Treacher
Collins syndrome, but with more severe mandibular
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type in the diversity of the observed limb defects. The
limb defects, particularly preaxial anomalies, are of
diagnostic significance in Nager-type AFD thereby
serving to differentiate this condition from other types
of mandibulofacial dysostosis. Miller-type AFD, on the
other hand, presents mostly with postaxial limb
deficiencies and mandibulofacial dysostosis. Rodriguez-
type AFD, however, is known to demonstrate anoma-
lies including those seen in both the Nager and Miller
types. Ten cases of Rodriguez-type AFD have been
reported in the past (four males and six females) ２）～８）.
In this paper, we present the 11th case of a newborn
female presenting with Rodriguez-type AFD.
In 1992, Hecht commented that the AFD case he
had reported in 1987 was similar to the cases reported
by Rodriguez et al. in 1990９）; however, Rodriguez et al.
disagreed with Hecht's diagnosis on account of the
absence of typical additional skeletal defects and
internal organ anomalies in case reported１０）. Petit et al.
also presented a case of Rodriguez-type AFD in 1992,
confirming the existence of this new type of AFD５）.
Fryns reported sibs with almost the same type of
AFD in 1999１１）. In addition, he had previously co-
presented a case displaying similar symptoms with
Kleczkowska in1991４）. In 2002, Bates et al.６） and
Wessels et al.７） separately described a lethal form of
AFD similar to the type described by Rodriguez et al.
In their study, Wessels et al. stressed that the
presence of internal organ anomalies is important for
diagnosis.
In 2004, Dimitrov et al. presented a case of AFD and
commented that their findings completely matched the
deformities found in Rodriguez-type AFD. They
reported that Rodriguez-type AFD must include the
following symptoms: (1) Typical facial anomalies with
severe mandibulofacial dysostosis, absence of auditory
canals, and cleft palate; (2) pre- and postaxial hand and
foot defects, with predominant preaxial involvement;
and (3) additional skeletal anomalies such as11ribs,
severe dysgenesis and/or agenesis of the long bones of
the upper limbs, anomalies of the pelvic bones
(hypoplastic/absent ischii), and hypoplasia or agenesis
of the fibulae. Various anomalies affecting CNS
(arrhinencephaly, callosal agenesis), the lungs(hypoplas-
ticity/hypolobation), the heart, and the urogenital
system have also been described and further support
the diagnosis of Rodriguez-type AFD８）.
Except for the case reported by Dimitrov et al., all
the other cases mentioned above exhibited certain
differences from Rodriguez-type AFD. In our case,
however, both pre- and postaxial upper limb defects,
severe micrognathia, hypoplasia of the right maxilla
and zygomatic bone, phocomelia of the left lower limb,
and clubfoot of the right lower limb were present. In
particular, the infant presented lip adhesion of the
right upper and lower lips, with the oral fissure
extending downward from midline to the commissure.
Nonetheless, there still exists a controversy regarding
the diagnosis of this syndrome. We thus believe that
when considering a diagnosis of Rodriguez-type AFD,
the genetic background of the family should always be
examined.
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■Background
Dislocations of posterior chamber intraocular lens
(PC-IOL) have been reported as postoperative ocular
complications related to atopic cataract surgery１，２）. To
our knowledge, however, there have not been any
reports on the dislocation of sulcus-fixated PC-IOL in a
patient with atopic dermatitis. We recently encoun-
tered a case of atopic dermatitis with recurrent
pupillary PC-IOL captures occurring after complete
pars plana vitrectomy with suturing sulcus fixation of
PC-IOL.
■Case presentation
A 21-year old man underwent phacoemulfisication /
aspiration and PC-IOL implantation (corneal incision; 3
mm, IOL; Alcon, MA60BM, three-piece 6.0mm-hydro-
phobic acrylic optics) in the right eye on January11,
2005. The PC-IOL was implanted into the capsular bag.
There were no intra or postoperative complications.
On March 26, 2007, he suddenly complained of
decreased visual acuity and monocular diplopia in the
right eye. On examination, visual acuity was 0.5 with
correction (sphere, +13.5 diopters [D]; cylinder -0.75 D;
axis, 90°) OD and 0.4 with correction (Sphere, +1.75 D;
cylinder -0.5 D; axis, 20°) OS. The intraocular pressures
were 14mmHg OU. The bilateral eyelids were thick-
ened and atopic eczema were noted. Superficial
punctuate keratitis and incision wound scar were seen
in the right cornea. The left cornea appeared clear.
Aqueous cells and vitreous herniation were seen in the
anterior chamber in the right eye, and the left anterior
chamber appeared clear. PC-IOL become unwrapped
with capsular bag dislocated into the vitreous cavity in
the right eye. The ruptured capsule floated in the
anterior vitreous in the right eye . Posterior
subcapsular opacity of the left lens was also noted.
Both fundi appeared normal. On April 2, 2007, The
patient underwent a pars plana vitrectomy for
removal of the luxated IOL with sulcus fixation of PC-
IOL (Alcon, CZ70BD; single-piece 7-mm PMMA optics,
Recurrent pupillary sulcus fixated-intraocular
lens captures in a patient with atopic
dermatitis: Case report
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Abstract
Background: To our knowledge, there is no previous report of repeated sulcus−fixated IOL
captures occurring in patients with atopic dermatitis.
Case presentation: A 21−year−old man with atopic dermatitis since childhood underwent an
uneventful phacoemulsification/aspiration procedure followed by implantation of a 3−piece
intraocular lens (IOL) in the capsular bag due to atopic cataract. Two years later, the patient
suddenly complained of decreased visual acuity and monocular diplopia in the right eye. On
examination, dislocation of the unwrapped IOL and lens capsule into the vitreous cavity was
noted in the right eye. A complete pars plana vitrectomy for removal of the luxated IOL with
suturing sulcus fixation of a single−piece polymethylmethacrylate (PMMA) IOL was performed in
the right eye. The intra−, and postoperative courses were uneventful. During the follow−up period
of 12 months, five recurrent episodes of pupillary sulcus−fixated IOL captures were observed in
the right eye.
Conclusion: Recurrences of sulcus fixated PC−IOL captures in a patient with atopic dermatitis
may be rare.
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+23D). Circumferential residual capsule with zonular
fibers were observed at the ciliary body by scleral
indentations. The PC-IOL was fixed at two points
using partial scleral flap placed at 180 degree apart at
4 and 10 o'clock into the ciliary sulcus 1.5mm behind
the limbus with 10-0 prolene sutures. There were no
intraoperative complications. Postoperatively, there
was no apparent tilt or decentration of the PC-IOL.
One week later, the right visual acuity was 0.4 with
correction (sphere, +1D; cylinder -1.75 D; axis, 40°). On
April 10, 2007, PC-IOL capture was noted on the
temporal side of the right eye (Fig. 1), After treatment
with topical instillations of tropicamide, re-positioning
of the dislocated PC-IOL was achieved. On April 11,
2007, the PC-IOL capture was again noted on the nasal
side of the right eye. Topical tropicamide was
administered again, and the PC-IOL was re-positioned
(Fig. 2). On June 6, 2007, January 9, and April 9, 2008,
the pupillary PC-IOL captures were repeated on the
nasal side of the right eye (Fig. 3). Those PC-IOL
captures were re-positioned spontaneously. At present,
the patient demonstrates good visual acuity (1.0) in the
right eye.
■Discussion
In our patient with atopic cataract, an eventful
phacoemulsification/aspiration and PC-IOL implanta-
tion in the capsular bag was performed. Two years
later, the unwrapped IOL along with the capsular bag
became dislocated into the vitreous cavity. Gimbel et al
reported that zonular weakness due to ocular blunt
trauma might be responsible for luxation of the IOL
with capsular bag after cataract surgery３）. Saika et al
reported that isolated rupture of the posterior lens
capsule could occur without any sequelae after blunt
ocular trauma４）. In our patient, circumferential resi-
dues of the capsule equator with zonular support were
observed at the sites of the ciliary body. It is possible
that these findings in our atopic patient may indicate
intact stabilities of zonular support. Therefore, it is
probable that isolated rupture of the posterior capsule
may initially develop by habitual rubbing, and then the
IOL may dislocate into the vitreous cavity due to
enlargement of the posterior capsule rupture. The
patient underwent an uneventful pars plana vitrec-
tomy with sulcus fixation of the PC-IOL. There was no
apparent tilt of the fixated-IOL. The diameter of the
fixated IOL optic was 7mm, and the edge of the optic
was not observed under maximum pupil dilation. It is
unlikely that pupillary PC-IOL captures would develop
repeatedly under such ocular conditions. Ocular contu-
sions due to facial rubbing by our atopic patient were
thought to have been intense. Bading et al reported
that IOL capture occurred in six of 63 cases under-
going combined surgeries of vitrectomy with sulcus
fixation of PC-IOL５）. Pupillary IOL capture may be
likely to occur due to structural weakness of vitrec-
Fig. 1 On examination on April 10, 2008, the temporal
edge of the optic of the IOL was displaced anterior
to the iris in the right eye.
Fig. 2 Re-positioning of the IOL was achieved after topical
instillation of tropicamide on April 11, 2008.
Fig. 3 Pupillary IOL capture was seen on the nasal side
of the right eye on examination on June 6, 2008.
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tomized eye against ocular contusions including eye
rubbing or scratching. Superstein et al reported that
blunt ocular trauma caused anterior dislocation of the
PC-IOL６）. Blunt ocular trauma may sometimes induce
a mechanical force that compresses the IOL anteriorly.
In our patient, these complicating factors may have
been responsible for the recurrent episodes of pupil-
lary PC-IOL captures. To our knowledge, recurrences
of sulcus-fixated PC-IOL captures in patients with
atopic dermatitis have not been reported previously.
■Conclusion
Ophthalmologists should keep in mind that blunt
ocular trauma such as rubbing and scratching might
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■Introduction
The mortality from surgery for non ruptured
abdominal aortic aneurysm has been decreased to 2-
4%１） due to recent improvements in diagnosis,
surgical technique, and postoperative management.
However, the outcomes of surgery for ruptured
abdominal aortic aneurysm are still poor, and the
reported operative mortality rate in patients who
underwent surgery was 30-50%２，３）. Various complica-
tions, such as cerebrovascular disease, renal failure,
and intestinal necrosis, develop after surgery for
ruptured abdominal aortic aneurysm in many cases,
worsening the surgical outcomes.
In this study, we examined outcomes of surgery for
ruptured abdominal aortic aneurysm performed at our
hospital to investigate factors involved in operative
mortality.
■Methods
Surgery for ruptured abdominal aortic aneurysm
was performed in 51 patients (38 males and 13 females)
between January 1979 and December 2006 at Toyama
University Hospital. The mean age was 73.4 ± 9.7
years. Regarding the preoperative backgrounds of the
patients, there was hypertension in 23 (45.1%), hyper-
lipidemia in 7 (13.8%), diabetes mellitus in 6 (11.8%),
chronic renal failure in 6 (11.8%), ischemic heart
disease in 2 (3.9%), and obstructive lung disease in 2
(3.9%) (Table 1). Thirty-seven of the 51 patients (72.5%)
were in shock before surgery (shock state was defined
as 70 mmHg or lower systolic blood pressure). The
mean diameter of abdominal aortic aneurysm
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Purpose
Recently, the results of elective surgery for abdominal aortic aneurysms have become safety,
whereas those of emergency surgery for cases of rupture remain high mortality rate. In the
present study, we investigated the risk factors of surgery for a ruptured abdominal aortic
aneurysm.
Methods
We studied 51 patients who underwent emergency surgery for a ruptured abdominal aneurysm
from January 1979 to December 2006 at Toyama University Hospital. We analyzed preoperative
and operative factors. The factors were analyzed using multivariate logistic regression analysis.
Results
Fourteen patients died (hospital mortality 27.5%). The factors were examined using stepwise
logistic analysis to investigate hospital deaths in cases with a ruptured abdominal aortic
aneurysm, which revealed that Postoperative organ failure (OR 32.4, p=0.004), intraoperative
bleeding of 5000 ml or more (OR 6.76, p=0.039), preoperative base excess in arterial blood of −5 or
lower (OR 9.30, p=0.008), and diabetes mellitus (OR 9.02, p=0.062).
Conclusion
Risk factors of death from direct surgery for ruptured abdominal aortic aneurysm were
investigated by multivariate analysis, and complication by diabetes, postoperative organ
failure,5000ml or more blood loss during surgery, and −5 or lower base excess in preoperative
arterial blood were identified as highly associated factors.
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measured on preoperative computed tomographic
scans was 7.4 cm, and the ruptured site was located in
the abdominal aorta in44patients and in the common
iliac artery in 7. Only 10 patients (19.6%) had been
diagnosed with abdominal aortic aneurysm before the
onset of rupture. In surgery, a median incision was
made, and the lesion was transperitoneally approached
in all 51 patients. Y-graft replacement was performed
in40, and I-graft replacement in 10. The inferior mesen-
teric artery was reconstructed in 21 patients (41%).
The mean time of operation in all patients was 230.7 ±
79.7 minutes. Mean blood loss was 3551 ± 3058ml;
mean volume of blood transfusion was 3445 ± 2342 ml;
mean preoperative hemoglobin level was 8.6 ± 2.7
g/dl; mean preoperative base excess in blood gas
analysis was -5.2±7.5 mmol/l; and the mean time from
initiation of surgery to aortic cross clamping was 38.2
±23.2 minutes (Table 2). Regarding postoperative com-
plications, acute renal failure requiring hemodialysis
developed in 11 patients, respiratory failure requiring
tracheotomy in 6, hemorrhage in 3, ileus in 2, liver
dysfunction in 2, pneumonia in1,and necrosis of the
sigmoid colon in 1. One patient died after the initiation
of surgery because ventricular fibrillation occurred
before aortic cross clamping, which resulted in cardiac
arrest and death. Fourteen patients (27.5%) died at the
hospital with the causes of death being uncontrollable
bleeding followed by death immediately after surgery
in 3 (21%), acute renal failure in 6 (43%), respiratory
failure in 3 (21%), and disseminated intravascular co-
agulation in 2 (7%). All14fatal patients were in shock
before surgery (Table 3).
Statistical analysis
Results for continuous variables are presented as
mean±standard deviation and categorical variables
are presented as number (percent). The patients were
divided into survival (Group S, n=37) and surgical
death (Group D, n=14) groups. The preoperative
factors analyzed were age, hemoglobin level, and Base
Excess in blood gas analysis. Intraoperative factors
were operation time, blood loss, volume of blood
transfusion, and time from initiation of surgery to
aortic cross clamping. The unpaired Student’s t test
was used to compare the continuous variables and the
Pearson χ2test was used to compare the categorical
variables. A value of p<0.05 was regarded as
significant. Surgical death risk factors for patients with
ruptured abdominal aortic aneurysm were analyzed
using multiple logistic regression analysis, and p<0.10
was regarded as significant.




Gender, M / F 38 / 13
Diabetes mellitus 6 (11.8%)
Hypertension 23 (45.1%)
Hyperlipidemia 7 (13.8%)
Ischemic heart disease 2 (3.9%)
Chronic renal failure 6 (11.8%)
Chronic obstructive pulmonary disease 2 (3.9%)
Table 2 Operative characteristics
Total
n=51
Previous diagnosis of an aortic aneurysm 10 (19.6%)
Location of the rupture
(abdominal aorta / iliac artery)
44/7
Diameter of an aortic aneurysm (cm) 7.4±1.2
preoperative shock 37 (72.5%)
Preoperative hemoglobin (g/dl) 8.6±2.7





Operative death before graft replacement 1
Reconstruction of an inferior mesenteric
artery
21 (41.2%)
Operation time (min) 230.7±79.7
Intraoperative bleeding (ml) 3551±3058
Blood transfusion (ml) 3445±2342
Time to aortic clamp (min) 38.2±23.2
Table 3 Postoperative characteristics
Total
n=51
Hospital death 14 (27.5%)
Bleeding 3
Postoperative organ failure 11
Ileus 2 (3.9%)
Sigmoid colon necrosis 1 (2.0%)
Postoperative organ failure 18 (35.3%)
Acute renal failure 11
Respiratory failure 5
Hepatic dysfunction 2
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■Results
Univariable analysis between group S and group D
(Table 4)
The results of comparison between the survival and
surgical death groups are shown in Table 4. The
intraoperative bleeding was significantly greater in the
surgical death group (p=0.013), and accordingly, the
volume of blood transfusion was also greater (p=0.001).
The preoperative hemoglobin level (p<0.0001) and base
excess in blood gas analysis (p<0.0001) were also sig-
nificantly lower in the surgical death group. There
were no significant differences in the age, operation
time, or time from initiation of surgery to aortic cross
clamping between the two groups.
Multiple logistic regression analysis
The analytical factors applied in the stepwise logistic
method were postoperative organ failure, -5.0 or lower
base excess in preoperative blood gas analysis, 5000 ml
or more blood loss during surgery, diabetes mellitus,
the time from initiation of surgery to aortic cross
clamping , preoperative shock state , age , and
preoperative hemoglobin level. According to the
results, the following risk factors for surgical death
were identified: development of postoperative organ
failure (odds ratio: 32.4, 95%CI: 3.0-347.6, p=0.004), 5000
ml or more blood loss during surgery (odds ratio: 6.76,
95%CI: 1.1-41.5, p=0.039), -5.0 or lower base excess in
preoperative blood gas analysis (odds ratio: 9.30, 95%
CI: 1.8-48.9, p=0.008), and diabetes mellitus (odds ratio:






Age (yrs) 72.6±11.1 73.6±9.4 0.523
Gender (% male) 10 (71.4%) 28 (75.7%) 0.321
Diabetes mellitus 4 (28.6%) 2 (5.4%) 0.017
Hypertension 5 (35.7%) 18 (48.6%) 0.532
Hyperlipidemia 4 (28.6%) 3 (8.1%) 0.048
Ischemic heart disease 0 2 (5.4%) -
Chronic renal failure 0 6 (16.2%) -
Chronic obstructive pulmonary disease 1 (7.1%) 1 (2.7%) 0.464
Location of the rupture (abdominal aorta) 11 (84.5%) 33 (89.1%) 0.321
preoperative shock 12 (85.7%) 19 (51.4%) 0.011
Preoperative hemoglobin (g/dl) 7.4±1.4 9.1±3.0 p<0.0001
Preoperative base excess in blood gas analysis (mmol/l) -9.9±8.5 -3.3±6.4 p<0.0001
Operation time (min) 233.6±103.2 229.5±70.3 0.300
Intraoperative bleeding (ml) 5393±4214 2835±2148 0.013
Blood transfusion (ml) 4626±2724 2987±2037 0.001
Time to aortic clamp (min) 38.7±23.4 38.0±23.5 0.273
Postoperative organ failure 11 (78.6%) 7 (18.9%) 0.001
Table 5 Multivariate analysis of hospital death
Odds Ratio 95%CI p value
Postoperative organ failure 32.4 3.0-347.6 0.004
Preoperative base excess in blood gas analysis was lower -5.0 9.30 1.8-48.9 0.008
Intraoperative bleeding was more than 5000 ml 6.76 1.1-41.5 0.039
Diabetes mellitus 9.02 0.9-90.8 0.062
Time to aortic clamp 1.02 0.9-1.1 0.224
preoperative shock 12.9 1.4-115.8 0.338
age 2.65 0.3-24.5 0.390
Preoperative hemoglobin 0.38 0.02-6.1 0.493
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9.02, 95%CI: 0.9-90.8, p=0.062) (Table 5). Risk factors of
postoperative organ failure were also analyzed, and
preoperative shock state (odds ratio: 6.12, 95%CI: 1.2-
32.0, p=0.032) and diabetes mellitus (odds ratio: 16.3,
95%CI: 1.4-194.4, p=0.027) were identified to be risk
factors (Table 6).
■Discussion
The surgical outcome of ruptured abdominal aortic
aneurysm is poor, and it has been reported to be 30-
50%２，３）. Recent meta-analysis found no improvement of
the operative mortality in patients with ruptured
abdominal aortic aneurysm, and frequent causes of
death were shock associated with aneurysm rupture,
intraoperative hemorrhage, and multiorgan failure.
Several reports４～１１） that addressed ways to predict
postoperative prognosis by scoring preoperative
conditions of aortic aneurysm rupture have been
published.
Risk factors of operative mortality of ruptured
abdominal aortic aneurysm should be divided into
patient background, preoperative conditions, surgical
factor, and newly generated factors after surgery. In
previous reports６，１０～１３）, age, gender, past history of
myocardial infarction, hypertension, and obstructive
pulmonary disease were reported as patient back-
ground factors. Also reported６，９，１０，１２） to be preopera-
tive condition factors after onset of rupture are
consciousness disturbance, depression of hemoglobin,
cardiac arrest, shock, and time of surgery after
admission. As intraoperative factors１０～１４）, massive
hemorrhage, aortic cross clamping on the supra-renal
abdominal aorta, ligation of the left renal vein, skill and
specialty of surgeon, and re-operation within 48 hours.
As postoperative factors１０，１２，１４）, renal failure, cardiac
dysfunction, coagulation dysfunction, and intestinal
ischemia were reported. In this study, diabetes
mellitus, -5 or lower base excess in preoperative blood
gas analysis, 5000 ml or more blood loss during
surgery, and postoperative organ failure were
identified as risk factors. It was suggested that a
marked decrease of base excess in preoperative blood
gas analysis reflects peripheral circulatory failure
induced by hypotension.
In surgery for ruptured abdominal aortic aneurysm,
it is generally considered that rapid surgery and
prevention of hypotension by aortic cross clamping are
important. However, the time from initiation of
surgery to aortic cross clamping was not identified as
a factor of operative mortality in this study. Further-
more, there was no apparent association between the
time of aortic cross clamping and total intraoperative
blood loss.
Recently endovascular repair has been attempted to
treat ruptured abdominal aortic aneurysm, and the
operative mortality rate was reported to be 0-45%１５）.
Although comparison between the results of direct
surgery and the results of endovascular repair is not
possible because of limited indication of endovascular
repair, it may be one method to improve the prognosis
of patients with ruptured abdominal aortic aneurysm.
■Conclusion
Risk factors of death from direct surgery for
ruptured abdominal aortic aneurysm were investi-
gated by multivariate analysis, and complication by
diabetes mellitus, postoperative organ failure, 5000 ml
or more blood loss during surgery, and -5 or lower
base excess in preoperative arterial blood were
identified as highly associated factors.
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■Introduction
It is well known that overuse of antibiotics can lead
to the emergence of antibiotic-resistant bacteria, and
the treatment of infection caused by multiantibiotic-
resistant bacteria is difficult. The occurrence of
hospital-acquired infections caused by multiantibiotic-
resistant bacteria is becoming a disturbing problem.
Accordingly, proper selection of antibiotics is impor-
tant. It has been demonstrated that a resistant
bacteria may appear when a specific antibiotic is used
frequently and that sensitivity for antibiotic is restored
when the antibiotic is suspended for a period of time.
On the basis of these findings, the concept of antibiotic
heterogeneity was established, in which the emer-
gence of antibiotic-resistant bacteria is controlled by
the impartial use of various antibiotics. As a means of
enabling antibiotic heterogeneity, antibiotic cycling
therapy, a method in which different kinds of antibiot-
ics are sequentially used for a certain period, has been
proposed and its effectiveness in controlling the emer-
gence of resistant bacteria reported１～３）. However,
since few reports of the efficacy of antibiotic cycling
therapy for preventing surgical site infections (SSI)
following cardiac surgery have been presented, it
effectiveness has not been well established. In the
present study, we aimed to clarify the preventive
effects of antibiotic cycling therapy on postoperative
SSI after cardiac surgery.
■Materials and Methods
A total of 618 patients were enrolled in this study
from April 1997 to March 2005. The study population
included patients undergoing elective cardiovascular
surgery at Toyama University Hospital. Patients for
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Background: The scheduled changing of antibiotics type (antibiotic cycling therapy) has been
reported as an effective prophylaxis to reduce the incidence of antibiotic resistant bacteria. In this
study, we aimed to clarify the preventive effects of antibiotic cycling therapy on surgical site
infections after cardiac surgery.
Methods: 618 patients underwent elective cardiac surgery in our department. We examined the
frequency of occurrence of SSI between different groups, Cycling group, using single antibiotics
with changing the type every 3 months, and Combined group, using two types of antibiotics
together at once.
Result: 284 patients was participated in Cycling group, 334 was in Combined group. 3 patients
(1.1%) developed SSI after cardiac surgery in Cycling group, and 13 (3.9%) in Combined group (p=
0.027). Antibiotic cycling therapy was an independent factor of the risk of SSI with an odds ratio
of 0.2 (confidence interval [CI]: 0.07−0.9, p=0.030), and the risk of SSI caused by antibiotic−
resistant bacteria with an odds ratio of 0.2 (CI: 0.05−1.0, p=0.054).
Conclusion: Antibiotic cycling therapy reduced the incidence of antibiotic−resistant bacteria and
SSI after cardiac surgery. The multiple logistic regression analysis showed, antibiotic cycling
therapy was an independent factor to lower the occurrence of postoperative SSI and SSI related
antibiotic−resistant bacteria.
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whom the administration of antibiotics was suspended
or changed due to an allergic reaction to the drugs,
and those who underwent surgery for an infectious
disease such as infectious endocarditis were excluded.
They were divided into two groups in accordance with
the postoperative antibiotic prophylaxis, with those
given cefotiam (2g/day) which was second-generation
cephalosporin and vancomycin (1g/day) concomitantly
immediately before and for seven days after surgery
classified as the Combined group, and those given
antibiotics after surgery for preventing surgical site
infection, which was changed every 3 months in an
antibiotic cycling therapy protocol, classified as the
Cycling group. In the Cycling group, the used
antibiotics were penicillin antibiotics, ampicillin sodium
combined with sulbactam sodium or first- and second-
generation cephalosporin antibiotics, which were
administered immediately before and for 5 days after
cardiac surgery. The study was approved by our
institutional ethics committee, and informed consent
was obtained from each patient with respect to the
surgical method and postoperative care.
Definitions of SSI
The postoperative SSI１） was defined as the occur-
rence of purulent discharge from the surgical wound２）,
localized inflammation of the surgical wound３）, sys-
temic inflammatory reaction of hematological examina-
tion was increased and associated with fever.
Mediastinaitis was defined as criteria reported by
Baskett et al４）. Postoperative infectious complication,
such as pneumonia, urinary tract infection, or biliary
tract infections were not addressed. Necrosis of the
skin due to peripheral circulatory disorder, adiponecro-
sis, and wound disruption associated with undernutri-
tion were considered to exclude SSI.
Statistical analysis
Results for continuous variables were expected as
mean ± standard deviation and categorical variables
were expected as number (percent). The unpaired
Student t test was used to compare the continuous
variables and the Pearson χ2 test was used to compare
the categorical variables between the Cycling group
and the Combined group.
The multivariate logistic regression analysis was
used to assess risk factors for the occurrence of SSI.
First, each variable was compared between patients
with SSI and patients without SSI by the unpaired
Student t test and the Pearson χ2 test. Variables were
considered for the multivariate logistic regression
analysis if their univariable p value was less than 0.20.
Independent variables were assigned odds ratios with
95% confidence intervals, shown together with the
corresponding p value. p value less than 0.05 was
considered statistically significant. SPSS version 12.0J
software (SPSS Japan, Tokyo, JAPAN) was used for all
analyses.
■Results
Comparisons between Combined and Cycling groups
The Combined group consisted of 334 patients
(mean age 64.6 ± 10.8 years), of whom 259 underwent
an isolated coronary artery bypass surgery, 57
received surgery for heart valve diseases, and 18 had
other types of open heart surgeries. The Cycling
group consisted of 284 patients (mean age 66.0 ± 10.2
years), of whom 192 underwent an isolated coronary
artery bypass surgery, 66 received surgery for heart
valve diseases, and 26 had other open heart surgeries.
As for preoperative factors, the prevalence of
hyperlipemia was significantly higher in the Cycling
group (76 patients, 26.8%) as compared to the Com-
bined group (61 patients, 18.3%) (p=0.01). In regard to
surgical factors, the use of a cardiopulmonary pump
was significantly higher in the Cycling group (98
patients, 34.5% v.s. 90 patients, 26.7%, p=0.04). No
significant differences for other factors were observed
between the groups (Table 1).
No statistically significant difference was observed
for the 30-day mortality between the groups, though
the mortality was lower in the Cycling group (2
patients, 0.7% v.s. 8 patients, 2.4%). The incidence of
postoperative SSI was significantly lower in the
Cycling group (3 patients, 0.7%) than in the Combined
group (13 patients, 3.9%) (p=0.027). As for postoperative
SSI that spread to the organs and cavity (mediastinitis,
infection of replacement valve), no significant differ-
ence was observed between the Cycling and Com-
bined groups (4 patients, 1.2% and 2 patients, 0.4%),
respectively. The incidence of SSI caused by antibiotic-
resistant bacteria was significantly lower in the
Cycling group (2 patients, 0.7%, both methicillin−
resistant Staphylococcus aureus) as compared to the
Combined group (10-patients, 3.0%, methicillin−
resistant Staphylococcus aureus in 8 patients,
methicillin−resistant Staphylococcus epidermidis in 1
case, multidrug−resistant Pseudomonas aeruginosa in
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1case) (p=0.04) (Table 2).
Univariate analysis of postoperative SSI incidence
(Table 3)
Antibiotic cycling therapy (p=0.027), previous history
of cerebral infarction (p=0.131), hypertension (p=0.156),
and diabetes mellitus (p=0.26) were found to be factors
involved in the occurrence of postoperative SSI. In
addition, antibiotic cycling therapy (p=0.039), previous
history of cerebral infarction (p=0.193), and hemodialy-
sis (p=0.206) were factors involved in SSI caused by
antibiotic-resistant bacteria.
The multiple logistic regression analysis
Risk factors for occurrence of postoperative SSI,
including age, sex, antibiotic cycling therapy, history of
cerebral infarction, hypertension, diabetes mellitus, and
use of cardiopulmonary bypass, were examined by






Gender, M / F 247 / 87 201/83 0.378
Age (years) 64.6 ± 10.8 66.0 ± 10.2 0.385
Coronary artery bypass surgery 259 (77.5%) 192 (67.6%)
Heart valve surgery 57 (17.1%) 66 (19.8%)
Cardiopulmonary bypass 90 (26.7%) 98 (34.5%) 0.024
Diabetes mellitus 100 (30.0%) 91 (32.0%) 0.573
Hypertension 106 (31.8%) 101 (35.6%) 0.315
Hyperlipidemia 61 (18.3%) 76 (26.8%) 0.011
Previous history of cerebral infarction 46 (13.8%) 32 (11.3%) 0.350
Chronic renal dysfunction 21 (6.3%) 18 (6.3%) 0.979
Hemodialysis 8 (5.4%) 8 (2.8%) 0.742






Mortality 8 (2.4%) 2 (0.7%) 0.097
Hospital stay (days) 35.7 ± 34.1 31.8 ± 19.1 0.143
Surgical site infection 13 (3.9%) 3 (0.7%) 0.027
Surgical site infection of organ and space 4 (1.2%) 2 (0.4%) 0.533
Respiratory infection 1 (0.3%) 3 (1.1%) 0.242
Infection due to antibiotic-resistant bacteria 10 (3.0%) 2 (0.7%) 0.040
Table 3 Comparison of patient characteristics with surgical site infections and infection due to resistant microbial
surgical site infections infection due to antibiotic-resistant bacteria
Yes No p value Yes No p value
Number 16 602 12 606
Gender, M / F 11 / 5 437 / 165 0.734 10 / 2 438 / 168 0.400
Age (years) 67.5 ± 12.0 65.2 ± 10.5 0.385 68.0 ± 12.2 65.2 ± 10.5 0.360
Coronary artery bypass surgery 12 (75.0%) 455 (75.6%) 0.957 9 (75.0%) 458 (75.7%) 0.955
Cardiopulmonary bypass 4 (25.0%) 184 (30.6%) 0.633 3 (25.0%) 184 (30.4%) 0.686
Diabetes mellitus 7 (43.8%) 184 (30.6%) 0.260 4 (33.3%) 187 (30.9%) 0.857
Hypertension 8 (50.0%) 199 (33.1%) 0.156 5 (41.7%) 202 (33.4%) 0.548
Hyperlipidemia 2 (12.5%) 135 (22.4%) 0.346 2 (16.7%) 135 (22.3%) 0.641
Previous history of cerebral infarction 4 (25.0%) 74 (12.3%) 0.131 3 (25.0%) 74 (12.4%) 0.193
Chronic renal dysfunction 2 (12.5%) 37 (6.1%) 0.302 1 (8.3%) 38 (6.3%) 0.772
Hemodialysis 1 (6.3%) 15 (2.5%) 0.350 1 (8.3%) 15 (2.5%) 0.206
Cycling therapy 3 (18.8%) 281 (46.7%) 0.027 2 (16.7%) 282 (46.6%) 0.039
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multiple logistic regression analysis. As a result, only
antibiotic cycling therapy was shown to be an
independent factor, with an odds ratio of 0.2
(confidence interval [CI]: 0.07-0.9, p=0.030) (Table 4).
The same factors were analyzed for the risk of SSI
caused by antibiotic-resistant bacteria, antibiotic
cycling therapy with an odds ratio of 0.2 (CI: 0.05-1.0, p
=0.054), and hemodialysis with an odds ratio of 4.9 (CI:
0.5-45.3, p=0.165), were shown to be significant (Table
5).
■Discussion
The SSI following cardiac surgery is associated with
adverse outcomes. When the infection spreads to
deeper regions, it becomes as serious as mediastinitis.
Further, it has been known that the immune system is
suppressed by use of a cardiopulmonary bypass and
systemic hypothermia is associated with increased
SSI５）. In 2006, the society of thoracic surgeons recom-
mended that the duration for postoperative
administration of prophylactic antibiotics is no longer
than 48 hours, and a beta-lactum antibiotics is
indicated as a single antibiotic of choice for standard
cardiac surgical prophylaxis in usual population６，７）．
However, the patients who have a high incidence of
methicillin−resistant Staphylococcus aureus and the
other antibiotic-resistant bacteria were increasing. The
choice of antibiotic prophylaxis is important to prevent
postoperative SSI in cardiac surgery.
Antibiotic cycling therapy has been proposed as a
method for utilizing antibiotic heterogeneity and its
effectiveness in intensive care unit has been
reported２，３）. Kollef et al.１） introduced antibiotic cycling
therapy to the patients undergoing cardiac surgery, in
which ceftazidime and ciprofloxacin were changed in
turn every 6 months, and reported that the antibiotic
cycling therapy reduced the incidence of postoperative
ventilator-associated pneumonia attributed to antibiotic-
resistant bacteria. Gruson et al.２）also employed antibi-
otic cycling therapy, with a beta-lactam antibiotics,
amino-glycosidic antibiotics, and newquinolones antibi-
otics used in turn, based on their analysis of resistance
patterns of the antibiotics. They reported a decrease in
the incidence of ventilator-associated pneumonia and
improvement of drug sensitivity of Gram-negative
bacteria. Other studies have reported the inhibitory
effects of antibiotic cycling therapy toward infection
with Gram-negative bacteria, such as P. aeruginosa,
Bacillus , and glycopeptide−resistant enterococci８，９，１０）.
For resistant Gram-positive bacteria as well, it was
reported that the incidence was decreased by intro-
duction of antibiotic cycling therapy３，１０）. In our study,
the incidence of postoperative antibiotic-resistant
bacteria decreased in significance by antibiotic cycling
therapy.
The cycle length in antibiotic cycling therapy varies
Table 4 Multivariate analysis of surgical site infections
Odds ratio 95%CI p value
Antibiotic cycling therapy 0.2 0.07-0.9 0.030
Hypertension 1.8 0.7-5.2 0.248
Previous history of cerebral infarction 1.9 0.6-6.5 0.288
Diabetes mellitus 1.7 0.6-4.9 0.318
Age 1.0 1.0-1.1 0.433
Female 0.8 0.3-2.4 0.670
Cardiopulmonary bypass 1.3 0.4-4.5 0.717
Table 5 Multivariate analysis of infection due to antibiotic-resistant bacteria
Odds ratio 95%CI p value
Antibiotic cycling therapy 0.2 0.05-1.0 0.054
Hemodialysis 4.9 0.5-45.3 0.165
Age 1.0 1.0-1.1 0.292
Previous history of cerebral infarction 2.0 0.5-8.0 0.343
Female 2.1 0.4-10.6 0.348
Cardiopulmonary bypass 1.4 0.3-5.9 0.655
Diabetes mellitus 1.0 0.3-3.6 0.979
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widely among reports. Toltzis et al.１１）performed anti-
biotic cycling therapy with a single antibiotic changed
every month in a neonatal intensive care unit and
reported that the detection rate of Gram-negative
bacteria was not different than with the control group.
Further, Merz et al.１２） performed antibiotic cycling
therapy with a cycle length of 3-4 months in an
intensive care unit and reported that no significant
effect on infection was observed. It is considered that
new tolerance might be acquired in some cases when
the cycle length is extended, which would make the
therapy ineffective１３）. The view about the cycle length
is that less than 1 month is too short, while 3 or 4
months is too long２，１４）. In the present study, we
changed the antibiotics every 3 months and obtained
effective results. However, additional studies regarding
the cycle length in antibiotic cycling therapy are
needed.
Study limitations
The present study has a number of limitations. First,
our study was retrospective without randomization.
Second, there may be problems regarding the
unmatched backgrounds of patients contained in the
findings. We consider it desirable to conduct a
randomized prospective study, in which the types of
antibiotics are unified.
■Conclusion
In the present study, we found that the incidence of
SSI following cardiac surgery was reduced following
the introduction of antibiotic cycling therapy. The
multiple logistic regression analysis showed that
antibiotic cycling therapy was an independent factor
to lower the occurrence of postoperative SSI and
incidence of antibiotic-resistant bacteria, and hemo-
dialysis were shown to factors that increased the risk
of SSI caused by antibiotic-resistant bacteria.
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たので IELTS の準備は結構しっかりやったと思います。特に Writing が苦手だったので，４年の秋から週に
１回，大学の英語科の先生ところに模擬試験１回分の Writing を持って行って直してもらう，というのを続
けていました。Speaking 対策としてはその英語科の先生と書いた内容について少し Discussion したのと，
春休みに１週間東京の British Council に通って備えました。Listening 対策には Podcast の BBC や CNN を
気が向いたときに聞いていました。Reading については特に何もせず過去問を解いていました。使った参考
書は
・はじめての IELTS ―英国留学試験 改訂版 石谷由美子ほか
・STEP UP TO IELTS Self-Study Students Book Vanessa Jakeman ほか
・Cambridge IELTS 5 Self-Study Pack Cambridge ESOL
・Cambridge IELTS 6 Self-Study Pack Cambridge ESOL
・Improve Your IELTS Writing Skills Sam McCarter, Norman Whitby





す。お勧めなのは British Council の IELTS 対策の One day workshop です。














PMS はイギリス国内の医学部の中でも先進的な教育をしていて，１年の時から Problem Based Learning






























生と一緒に Clinical Placement，残りの３週間が３年生と一緒に Special Study Units（SSU）を行うという
ものでした。Clinical Placement というのが日本での病院実習と同じように各科に配属されることを指し，
SSU とはあるテーマについて３週間臨床の場や研究室，病院外で勉強し，２０００語のレポートにまとめて提
出する，という単元のようです。私は希望通り，１週目に Emergency Medical Unit を選択し，２～４週目に
































実習開始。PMS の Reception に行き，樋口さんと一緒にオリエンテーションを１５分ほど受けた後 PMS
building の中と病院内を案内してもらいました。そのあと Emergency Department に連れて行ってもらっ
て consultant の Dr. Russell O’Brien に紹介されました。４年生が一緒に実習開始予定だったのに２人とも
風邪で休んでいてとても残念でした。今週の学習テーマは Acute severe headache なので実習の導入とし
て Neuroanatomy を総復習しました。Dr. O’Brien とマンツーマンで２時間質問され続け，英語で解剖用語
が出てこなかったこともあり，まだ実習が始まったばかりなのにげっそりしてしまいました。





chest）と shortness of breath を訴えるおばあちゃん。喘息もちなので肺が過膨張していて心音が聞こえま
せん。呼吸音は正常。心電図をとったらリズムは不整，Premature ventricular contraction（PVC）があっ
て ST 低下，T 波が陰転化しています。おそらく木曜日に心筋梗塞を発症していたと思われます。このおば
あさんは診察してもらった後 Sorry for bothering you と言っていて，Robert 曰く「ロンドンの患者はどん
な治療をしてほしいかなどの主張が激しく rude な人もいるが，エクセターの患者は nice and polite で遠慮
がちなため受診が遅くなりがちだ」そうです。
RD&E Hospital の main entrance
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３月２日（火）
朝８時 か ら の ward round に 参 加 し ま し た。
consultant が若手ドクターと一緒に新患を診て回りま
す。だいたい consultant１人に患者は５人ぐらいです。


























午前中は ward round,morning report に参加した後，胸痛の患者をあててもらって問診・身体所見をとり
ました。午後にその患者を consultant にプレゼンをしたら「前回よりだいぶ良くなったけどもっとこうす
るといいよ」とアドバイスをもらい，「明日は呼吸困難の患者の医療面接をしたらプレゼンを聞いてあげる
よ」と言ってもらいました。４時からは４年生と一緒に Anaphylactic Shock の講義にでました。この講義





金曜日は４年生は Academic Day ということで病院には行かずに Telesession をうけたり Small Group









は帰っていてできなくて残念でした。EMU は先生も学生も「ここは chaos だから大変だよ」と言っていて，
実際本当にそうでしたが，それも今日で終わりかと思うと寂しかったです。
◎St Leonards Practice での GP実習（３月８日～３月２６日）









・Sir Denis Pereira Gray 先生について
GP での実習は，医師と患者のコミュニケーションのモデルについて紹介してもらい，それについて学
生・先生と Discussion するというのが主な内容でした。常に『先生からのレクチャー』というより『一緒
に考える』というスタイルがとられましたが，この GP での実習の Tutor である Sir Denis Pereira Gray と
いうお名前の先生とほとんど一緒に行いました。St Leonards Practice は Sir Denis のおじいさんによって
作られた GP です。Sir Denis もここで働いていましたが，その後ヨーロッパ初の Post Graduate University
Department of General Practice を Exeter 大学に作り，そこで教授をされていました。多くの本も執筆さ
れていて，これらの数々の功績によりエリザベス女王によって Knight に任命されました。だから Dr では

























Dr Harding & Sir Denis
（SDL=Self Direct Learning，この時間は GP での診察を見学したり，RD&E Hospital の小児科で実習を行ったりしました）
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最初に医療面接の Models について Discussion しました。PMS の学生は Calgary-Cambridge Observation



















SDL の時間に Dr. Harding に先生を紹介してもらい，その先生の診察を見学する事ができました。途中
何人かの患者さんと直接話すことも出来ました。３年生の Joe 曰く，イギリスでは１０人に１人がうつ病だそ
























け，また history taking に長けているために出来る技だ





GP での実習の新しい試みとして Dr. Harding が診察しているのを中継し，他の部屋で Sir Denis と学生
達がその様子を見ながら Calgary-Cambridge Observation Guide に沿って評価し Discussion する，という
方法を行いました。自分の診察の様子をビデオで撮って上級医と一緒に見直す，というのは若い GP の教育
によく用いられるようですが，学生実習に用いるのは初めてだそうです。この方法の一番のメリットは non-







滞在中に PMS の Sub Dean である Dr. Mabin と会う約束をしていました。彼は小児科医であり，現在
Neonatal Unit を担当しているため彼の朝の回診に一度参加しないかと誘われました。私は将来小児科医を





















◎Applied Medical Knowledge Test（AMK）











たと思います。病棟での実習だけでなく，Teaching や Clinical Skill に参加することでより多くの学生と知
り合うことができ，現地の学生の雰囲気を知ることができました。










でいるようでした。GP 制度の最大の利点は Continuity of care であり，同じ GP にかかり続けることにより
①信頼関係が深まり治療のコンプライアンスが上がる②過去の病歴や治療データが１ヵ所にまとまっている
③不要な Hospital の受診を抑えることができ Hospital に勤める医師の負担を減らし，医療費を削減でき
る，という患者と医師に win-win の結果がもたらされるという点です。GP での実習でもらった文献の中に
「多くの患者は，高度な医療を提供してくれる専門医よりも GP に満足している」というものがあり，イギ
リスで GP がいかに重要な役割をはたしているかが窺えます。しかし採血やレントゲンを撮るために他の























































































































日々の実習は朝８時から１時間 Morning Teaching と言って McGill 大学の学生２人，Resident３人，
Fellow２人，Attendant１人，たまに Observer１～２人の約１０名で ECG の読み方，心房細動の治療，ACS
の診断，治療など循環器疾患に関するトピックについて学習会をします。学習会の Organizer は Student，




International の学生は McGill 大学にとって珍しいことではないので，日本人だからと言って容赦されるこ
とはなく Topic について知っていること，疑問点などをどんどんぶつけるよう言われます。一度発言の機
会を失うと以降どんどん発言の機会を失う気がして，２日目の Morning Teaching から本当に他愛のないこ
とでも発言するようにしました。
ER Cardiology Consultation Service
Morning Teaching が終了すると ER へ行き，夜間，日中に ER へ来た患者や院内の他科に入院している
患者の循環器関連の主訴を基に診療にあたる業務につきます。実習開始後２日間は指導医にくっついて，
McGill 大学の学生はどの程度まで臨床実習でやるのかを見学させてもらい，３日目からは実践の場に私も
送り込まれました。毎日 Cardiology Consultation Service が担当する症例は平均１０～１５症例程で，私が

































れた ECG を読むという業務にあたりました。ECG を渡されて“何が分かるか”と聞かれ，所見を言い，そ
れについて毎回フィードバックされるという作業をひたすらくりかえしました。
６．McGill 大学の学生について
私が ER を Rotation していた時に McGill 大学の学生と一緒に回ることはなかったので，実際に McGill 大
学の学生が毎日どのように実習をしているのかは話に聞く程度にしか知ることはできなかったのですが，学





































































Cardiology 3rd May, 2010 11th May, 2010
Pediatric Selayang Hosp 12th May, 2010 14th May, 2010
Pediatric Sg. Buloh Hosp 17th May, 2010 20th May, 2010








５年１１月頃：山城先生を通じてこれまで UiTM の窓口であった Samy 先生に CV（英語の履歴書）を提出し
ました。しかし，その返信 email で Samy 先生がすでに UiTM から他の大学に移っていることがわかりま











































ホスピス見学：ホスピスの役割と意義を workshop 形式で discussion，在宅緩和ケアに同行






























































































































４年：内科 産婦人科 小児科 外科 地域医療
５年：内科 マイナー（眼科 耳鼻科 精神科）プライマリケア 整形外科 外科

























１．会 長 １ 名
２．副 会 長 ２ 名
３．理 事 若干名
４．監 事 若干名























会長 村口 篤 平成２１年１１月～
副会長 白木公康
（庶務・集会） 西条寿夫 平成１６年４月～
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